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a closed hydronephrosis was removed on the right side. The pathologist reported that the ureter was a fibrous cord with no lumen. Possibly it is a case of obsolete tubercle.
Pyelograms of Two Tuberculous Kidneys.-E. T. C. MILLIGAN, F.R.C.S.
It is not my practice, solely on theoretical grounds, to do pyelography of tuberculous kidneys, sufficient data for diagnosis and treatment being available without this extra manipulation.
These two cases necessitating pyelography were somewhat unique, in that they were both regarded, over many months, as examples of Bacilluts coli infections of the urinary tract; in fact this organism was found and held responsible for the pus in the urine.
At my first clinical examination of both cases, tuberculosis of one kidney and bladder was suspected in each case, but, again, tubercle bacilli could not be found in the urine and Bacillus coli was present. Attention was directed to the tuberculous kidney in both cases by the indigo-carmine excretion test.
The reason for showing these pyelograms and for asking Mr. Adams to exhibit his series, is that they might be helpful to those wbo are afraid of investigating tuberculous kidneys in this way and to whom such pyelograms are unfamiliar.
It is of interest that in addition to the almost closed focus of tubercle in the lower pole, accounting for the absence of tubercle bacillus in the urine on so many occasions, and found only when the pelvis was dilated with opaque fluid which allowed the cavity to evacuate itself, there was dilatation of upper unaffected calices; in fact, hydronephrosis in each case.
In both cases there were symptoms of associated hydronephrosis, attacks of loin pain, and in one case pain and temperature after exertion.
One would expect the hydronephrosis to be due to the thickened infected ureter but, strangely enough, the ureter was not obviously thickened, as is usual in these cases, indeed the pathologist had some difficulty in finding infiltration of cells.
In both these cases, not an uncommon occurrence in tuberculous ureters, the ureteric catheter was arrested a few centimetres up the ureter on two occasions. On the third attempt a very small catheter was passed, which enabled pyelography to be carried out. Patient was transferred to me on account of left-sided renal pain with frequency of micturition and pyuria. He gave a history of having had a tumour removed from his bladder almost exactly a year ago at King's College Hospital. From the Registrar of that hospital was received the following report:-" E. M. was admitted to this Hospital (K.C.H.) on July 6, 1927, under Mr. Everidge. Cystoscopy was performed on July 8, 1927, when an extensive villous tumour was seen encircling the neck of the bladder, too extensive for fulguration. At cystotomy on July 11, 1927, a large papilloma was removed by means of the diathermy knife. The patient made a good recovery. Histologically the tumour was a simple papilloma with no evidence of malignancy." Ever since the above operation the patient has had nocturnal frequency of micturition, and during the past six months there has been considerable pyuria with periodic attacks of left-sided renal pain. Six weeks ago he was in bed for twelve days with a severe attack.
Case of

Reflexes normal. Cerebrospinal fluid non-pathological.
Jtuly 27, 1928.-On palpation, neither kidney appeared to be enlarged, but deep pressure was definitely more painful on the left side.
Cystoscopy showed moderate trigonitis; no trabeculation, sacculation, stone, or growth. On the left side of the trigone, extending upwards and outwards from the internal meatus, was a pale, puiekered, cicatrix resulting from the removal of the growth by diathermy one year previously. The left ureteric orifice could not be localized, the right looked normal with a clear efflux, and intravenous indigo-carmine appeared from it in 41 minutes. No indigo-carmine was seen from the left in 25 minutes.
Autgust 3, 1928.-During vigorous massage to the left renal area a very fine coil of pus was seen to exude from the left ureteric orifice, which was almost " pin-hole" in size. Attempts to introduce even the finest ureteral catheter were unsuccessful.
August 13, 1928 .-Attempts to enlarge the left ureteric orifice by diathermy were unsuccessful owing to the inability to locate it again with intravenous indigocarmine, a ureteral catheter being meanwhile retained in the right ureter to keep the visual field clear. No dye appeared from the left ureteric orifice during 45 minutes' observation.
September 28, 1928.-A pyelogram of the right kidney indicated early hydronephrosis, as there was slight clubbing of the minor calices and the pelviureteric angle was 90°. However, the urine was sterile, and the function tests satisfactory. Repeated radiograms failed to show a shadow of the left kidney.
Operation, January 18, 1929.-Through a lumbar incision I removed the left kidney, together with a considerable portion of dilated ureter. The sacculated kidney was very adherent to its fibro-fatty surroundings. The patient made a good recovery.
Routtine Cystoscopy, November 8, 1929, i.e ., ten. months later. -A small papillomatous recurrence was destroyed by diathermy in the scarred area on the left side of the trigone. There was no cystitis.
My object in describing this case is to emphasize the importance of frequent routine cystoscopic examination of cases in which excision of the bladder wall in the neighbourhood of the ureteric orifices has been performed, not only for the early detection of possible tumour recurrence, but also to deal with stenosis of the ureteric orifice from scar contraction, should such eventuate.
When one considers the increasing number of treated cases in which the removal of a vesical growth has necessitated excision or destruction of mucous membrane in the proximity of the ureteric orifices (more especially as since the introduction of surgical diathermy, the ureter is less frequently reimplanted), the necessity of impressing upon all such patients the importance of subsequent observation is obvious.
Specimen of Large Hydronephrosis.-E. T. C. MILLIGAN, F.R.C.S. This large right hydronephrotic sac, 26 by 26 cm. by 12 cm., is shown because sacs of such magnitude are not often seen nowadays.
The patient, aged 70, and her medical advisers had been content for many years with the diagnosis of ovarian cyst, and she had tolerated the greatly increased size of her abdomen until she began to pass blood in the urine, when an independent lesion of the kidney was suspected. On two occasions cystoscopic examination revealed blood coming from the right ureter from which no indigo-carmine was excreted. A ureteric catheter was twice arrested at 6 cm.
The patient, wearied of these examinations, ceased to attend until bleeding was again alarming. On the next occasion a very small uretereric catheter fortunately passed to full length, and X-rays showed it curled up inside the tumour, proving
